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WRITE PLAINLY—USE Ul\.IFADlNG BLACK INK-—MAKE A PERMANENT RECORD

-

"H

DEPARTMENT OF COMMERCE
BUREAU OF THE CENSUS

L) SEP 12 194} 9

Registration District No....

MISSOUR! STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH

Primary Reglstration District No....__...._..._....___.

Stats File No. 2 7 3 7 2
revirars Mo 320

/o6 >

1. PLACE OF DEA‘?I
ackson

{s) County. v '
(&) Clty ot town Kansas (’ltv

(If autsids city or town limits, write "RURAL" and namo of tewmhip)
(¢) Name of hospital or institutfon:

K,C,General Hospital No,l

(If not in bowpital or Lostitution, write street number or location)
{d) Length of stay: In hospital or institution l; dnyq

2. USUAL RESIDFENCE OF DECEASED:
Missouri ) County._daCkson

Konszs Cit ¥
(1f sutslde eify or town limits, writs "RURAL™)

2305 Bellview

{11 rural, give locatban)

o4

\\o

(c) State.

{c) Cityortown

tdu’

(d) Street No

, (Specify whether || (¢) Citizen of foreign country? (Yes or No)
In this community 158 JX8a ;_r)
years, months or duys} If yes, name Country ...eeom....
MEDICAL CERTIFICATION
FooL PRINT . ANTCNIA }MENDEZ Ausr 8th
PRITST; 3 Social Secart M 20. DATE OF DEATH: Month 22 day
. , . t
(6 If veteran o ) ¥ vear_ 19k — 10 A, -
name war No.__ HNONnAa
- 21. 1 harehy (EnlLy ¢hat T attended the decensed frum
‘ 5. Color or 6. (&) Single, widowed, married, 19 __.to 8~ -hl 19, ;
4. &L._mu_lﬁ_ mee it n divorced..t{ilA0wad that | last saw h____CXalive on 8- 8—}-{,1 19
6. () Name of husband of Wife.—.o.veoroeree” 6. {¢) Age of husband or wifs if || a0d that death occurred on the date and hour stated above. Duration
Angancioc Mandaz. allve. . Immediate cause of death
7. Birth date of d d Sept hd 13 1870 G BRAL AGE
(Manth) {Day) {Year)
8. AGE Years Months Daye If less than one day Due to. - A
' ) A
71 A p.Y4 hr. min T
' Due to
9. Birthplace Taxus | Y
{City, Lown, or county) {Stata or foreign country)} - ﬁ'} d'; X
Oth ditions. 2 I
10, Usual occupation NOl’le (ln:ll::i‘:l:)ﬂtnlncr iEinS Taanth of desth] a v‘,,.i U‘ﬂ
11. Industry or busineas PHYSICIAN
ot Major findings: \ T —_
E 12, Name_. UJRKRO®N Of operations ndert
known A ' the case to
& 1 13. Birthplace. W un e : = whlchldea‘:.h
ty. or sou or gn tonaliry, should
8 { 14, Maiden name "G Un 5 OF AR g BB OV 6 SP:{,E,?;';
Unknown ! _ :
E 15. Birthplace T —— (Btate or ol oowgtrr) 22. If death was due to external causes, fill in the following:
* L r 0 1
16. (o) Informant_MY8. . Orazory Veladesz (o) Accident, suicide. or bomiclde {specily)
& Address 2005 _BelTeview sSireat () Date of eocurr
17. {a) Ru riusl () Date thereof (©) Where did injury ? (City e town) (Cousty) (Seate)
. urial, cremation, or removal) (Month} (Day) (""') (d) Did injury occur in or sbout hame, on farm, in industrial place, in public pln,ce?

(¢) Place: burial or cremation Greanlswn
18. (c) Sigmature of funeral director... RICD l ler t. Funsr a1l Hon

(&)

s (8pecily type of pince)

19.
(a) Prw

Add 2332 Moni tQ-,r Plbg’.@_%;%%‘b;—jm Stmtum ﬁ%"ﬂ- {M.D. orother)]Q_.._
tocal tesistrar) iatrar's Address. réd,Dirv.K, C_M*Iosnltal Date slgned....ecmmes

While at workg, of injury....

(Licensed Embalmer's Statement on Roverss Side)




STA-TEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, or by

Registered Apprentice No...........¢

working under my personal supervision,

Lkt Baatmer o s
' P.0. AddressZﬂZ&..-.??(mm A

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. - (leure to comply wi
the above constitutes grounds for revocation of license.) j

If this body is not embalmed, fact should be so stated above. ’ . o




